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March 17,2010

David Rowe, CEO

Madison Memorial Hospital

450 East Main Street, PO Box 310
Rexburg, ID 83440

CMS Certification Number: 13-0025
Re: Complaint Control #: 4479 (EMTALA)

Re: Plan of Correction

Dear Mr. Rowe:

The Centers for Medicare and Medicaid Services (CMS) is in receipt of Madison Memorial
Hospital’s plan of correction dated March 4, 2010, which was submitted on the hospital’s behalf by
Mr. Kim Stanger. We have determined that Madison Memorial Hospital’s allegation of compliance
is credible based upon our review of the documentation provided; however we are requesting that
the Idaho Bureau of Facility Standards (State agency) conduct a revisit to your facility to ensure full
implementation of the corrective actions. The proposed termination action from our

February 23, 2010, and March 16, 2010, letters is suspended pending the results of the revisit by the
State agency. We will notify you of our final decision once we have the results of the revisit.

We thank you for your cooperation and look forward to working with you on a continuing basis in

the administration of the Medicare program. If you have questions regarding this letter, please
contact Kate Mitchell, of my staff at (206) 615-2432,

Sincerely,

Steven Chickering
Western Consortium Survey & Certification Officer
Division of Survey & Certification

cc: Idaho Bureau of Facility Standards

Denver Regional Office San Francisco Regiona! Office Seattle Regional Office
1600 Broadway, Suite 700 90 7" Street, Suite 5-300 (5W) 2201 Sixth Avenue, RX-48
Denver, CO 80202 San Francisca, CA 94103-6707 Seattle, WA 98121
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CORRECTED LETTER kN
IMPORTANT NOTICE - PLEASE READ CAREFULLY

March 16, 2010

David Rowe, CEO

Madison Memorial Hospital

450 East Main Street, PO Box 310
Rexburg, ID 83440

CMS Certification Number; 13-0025

Re: Complaint Control # 4479 (EMTALA)

Dear Mr. Rowe:

This letter replaces the Centers for Medicare and Medicaid Services’ (CMS) letter dated
February 23, 2010. To participate in the Medicare program, a hospital must meet the
requirements established under title XVIII of the Social Security Act (the Act) and the
regulations established by the Secretary of Health and Human Services under the authority
contained in §1861 (e) of the Act. Further, §1866 (b} of the Act authorizes the Secretary to
terminate the provider agreement of a hospital that fails to meet these provisions,

Your hospital was surveyed January 7 — 14, 2010, by the Idaho Bureau of Facility Standards
(State Agency) based on an allegation of noncompliance with the requirements of

42 Code of Federal Regulations (CFR) § 489.24 Responsibilities of Medicare Participating
Hospitals in Emergency Cases and /or the related requirements at 42 CFR § 489.20. Aftera
careful review of the findings, we have determined that your hospital violated:

¢ The requirements of 42 CFR § 489.24(a) based on failure to provide an appropriate
medical screening exam;

The deficiencies identified are listed on the enclosed form CMS-2567, Summary Statement of

Deficiencies.
Denver Regional Office San Francisco Regional Office Seattle Regional Office
1600 Broadway, Suite 700 90 7™ Street, Suite 5-300 (5W) 2201 Sixth Avenue, RX-48

Denver, CO 80202 San Francisco, CA 94103-6707 Seattle, WA 98121
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The purpose of this letter is to notify you of these violations and advise you that under
42 CFR § 489.53, a hospital that violates the provisions of 42 CFR § 489.20 and/or
42 CFR § 489.24 is subject to termination of its provider agreement. Consequently, it is our
intention to terminate Madison Memorial Hospital’s participation in the Medicare program. The
projected date on which the agreement will terminate is May 24, 2010.

i
You will receive a “Notice of Termination” letter no later than May 7, 2010. This final notice

will be sent to you concurrently with notice to the public in accordance with regulations at
42 CFR § 489.53.

You may avoid termination action and notice to the public either by providing credible allegation
or credible evidence of correction of the deficiencies, or by successfully proving that the
deficiencies did not exist, prior to the projected public information date. In either case, the
information must be furnished to this office so that there is time to verify the corrections. An
acceptable plan of correction (POC) must contain the following elements:

e The plan of correcting each specific deficiency cited;

¢ The plan should address improving the processes that led to the deficiency cited;

¢ The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

¢ A completion date for correction of each deficiency cited must be included;

¢ All plans of correction must demonstrate how the hospital has incorporated its
improvement actions into its Quality Assessment and Performance Improvement (QAPI)
program, addressing improvements in its systems in order to prevent the likelihood of the
deficient practice reoccurring. The plan must include the monitoring and tracking
procedures to ensure the plan of correction is effective and that specific deficiencies cited
remain corrected and/or in compliance with the regulatory requirements; and

¢ The plan must include the title of the person responsible for implementing the acceptable
plan of correction.

It is highly recommended that the latest completion date in the plan of correction be no later than
March 25, 2010. Please submit the POC within 10 days receipt of this letter, to the State survey
agency and to the following address:

CMS — Survey, Certification, and Enforcement Branch
Attn: Kate Mitchell
2201 Sixth Avenue, RX-48
Seattle, WA 98121
Fax: (206) 615-2088

A credible allegation of correction by the hospital may require a resurvey to verify the
corrections, However, when evidence of correction is provided by the hospital, this office must
decide whether the evidence of correction is sufficient to halt the termination action. If the
evidence is not sufficient in itself to establish that the hospital is in compliance, a resurvey is
required for verification of correction.
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If we verify your corrective action, or determine that you successfully refuted the findings
contained in this letter by proving that allegations were in error, your termination from the
Medicare program will be rescinded.

If you have any questions concerning this preliminary determination letter, please contact
Kate Mitchell of my staff at (206) 615-2432 or Catherine.mitchell@cms.hhs.gov.

Sincerely,

Steven Chickering
Western Consortium Survey and Certification Officer
Division of Survey and Certification

Enclosure

ce: Idaho Bureau of Facility Standards
Office of Civil Rights (OCR)
Complainant
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INITIAL COMMENTS

The following deficiencies were cited during the
complaint investigation survey of your hospital.
[The CMS-2567 was reviewed and revised by
Kate Mitchell of CMS' Region 10 Survey and
Certification.] Surveyors conducting the
investigation were:

Gary Guiles, RN, HFS, Team Leader
Susan Costa, RN, HFS

ED = Emergency Department

ER = Emergency Room

EMTALA = Emergency Medical Treatment and
Labor Act

MD = medical doctor

MMH = Madison Memorial Hospital
MSE = Medical Screening Examination
MSO4 = morphine sulfate

prh = as needed

RN = registered nurse

489.20(1) COMPLIANCE WITH 489.24

[The provider agrees,] in the case of a hospital as
defined in §489.24(b), to comply with §489.24.

This STANDARD is not met as evidenced by:
Based on staff interview and review of medicai
records and hospital policies, it was determined
the hospital failed to comply with the provisions at
CFR 489.24(a). The hospital failed to provide an
appropriate MSE o 1 of 21 patients (# 21), who
came to the ED seeking services on 01/05/2010.
The findings include;

1. Refer to A2406 as it relates to the lack of an
MSE provided to a patient.

489.24(r) and 489.24{¢c) MEDICAL SCREENING
EXAM

A 000

A2400

A24086

LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency stalement ending with an asterisk (*) denotes a deficiency which the institulion may be excused from correcting providing it is determined that
other sefeguards provide sufficient protection to the patients. {See instructions,) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction ere disclosable 14

days foliowing the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisie lo continued
progrem participation.

FORM CMS-2567(02-99) Pravious Versions Obsolete
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Applicability of provisions of this section.

(1) In the case of a hospital that has an
emergency department, if an individual (whether
or not eligible for Medicare benefits and
regardless of ability fo pay) "comes to the
emergency department”, as defined in paragraph
(b) of this section, the hospital must (i) provide
an appropriate medical screening examination
within the capability of the hospital's emergency
department, including ancillary services routinely
available to the emergency department, to
determine whether or not an emergency medical
condition exists. The examination must be
conducted by an individual(s) who is determined
qualified by hospital bylaws or ruies and
regulations and who meets the requirements of
§482.55 of this chapter concerning emergency
services personnel and direction; and

(b} If an ermnergency medical condition is
determined to exist, provide any necessary
stabilizing treatment, as defined in paragraph (d)
of this section, or an appropriate transfer as
defined in paragraph (e) of this section. If the
hospital admits the individual as an inpatient for
further treatment, the hospital's obligation under
this section ends, as specified in paragraph (d)(2}
of this section.

(2} Nonapplicability of provisions of this section.
Sanctions under this section for inappropriate
transfer during a naticnal emergency or for the
direction or relocation of an individual to receive
medical screening at an alternate location do not
apply to a hospital with a dedicated emergency
department located in an emergency area, as
specifted in section 1135(g){1) of the Act. A
waiver of these sanctions is limited to a 72-hour
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period beginning upon the implementation of a
hospital disaster protocol, except that, if a public
health emergency involves a pandemic infectious
disease (such as pandemic influenza), the waiver
will continue in effect until the termination of the
applicable declaration of a public health
emergency, as provided for by section 1135{e)(1)
(B) of the Act.

(c) Use of Dedicated Emergency Department for
Nonemergency Services

If an individual comes to a hospital's dedicated
emergency department and a request is made on
his or her behalf for examination or treatment for
a medical condifion, but the nature of the request
makes it clear that the medical condition is not of
an emergency nature, the hospital is required only
to perform such screening as would be
appropriate for any individual presenting in that
manner, to determine that the individual does not
have an emergency medical condition.

This STANDARD is not met as evidenced by:
Based on staff interview and review of clinical
records, it was determined the hospital failed to
provide an MSE to 1 of 21 patients (#21) who
came to the ED seeking treatment. This resulted
in delayed assessment, stabilization, and
treatment of this patient. The findings include:

An ambulance report, dated 1/05/10 but not
specifically timed, stated Patient #21 was a 71
year old male who complained of chest pain and
pressure and left arm pain at approximately 3:00
AM that day. The report stated Patient #21
requested and was brought to the Emergency
Department at MMH by ambulance on the
morning of 1/05/10. The time of arrival was not
specified in the ambulance report. The report
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stated that, upon arrival to the Emergency
Department, an RN came out of the hospital and
"_..explained to pt wife the need for transport to
[another hospital approximately 30 miles away.]
Pt wife informed pt need for [other hospital.] We
were in ambulance bay when MMH didn't want pt.
ER MD [Physician A] spoken with on phone
advised us he couldn't do anything major for pt
and we should go to [other hospital.] Informed
[Physician A] we were in ambulance bay and we
will divert to [other hospital.] Per [Physician A)
MS04 PRN for pt. MMH refused pf in
Paramedic's opinion. Pt appears rather upset
[due to] diversion."

The face sheet from the hospital that eventually
accepted the patient stated Patient #21 arrived
there at 6:09 AM on 1/05/10, The "EMERGENCY
ROOM REPORT" dated 1/05/10, stated he was
admitted to the receiving hospital's Cardiac Care
Unit for treatment,

The MMH RN who met with the ambulance,
Nurse B, was interviewed on 1/09/10 at 10:45
AM. She stated Patient #21 came by ambulance
to the ED. She stated the patient became more

| stable in the ambulance before reaching the
hospital. She said Physician A told her since
Patient #21 was stable, he should be taken to
another hospital. She stated she went to the
ambulance bay and spoke with the patient's wife.
She said she told the wife the patient could be
seen at MMH but the patient would be better
served at the other hospital. Nurse B stated she
spoke with the ambulance driver but did not
remember what she told him. Nurse B said she
did not see or talk with Patient #21. Nurse B
stated the ED physician did not see the patient.
Nurse B stated no medical record was generated

A2408
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at MMH and Patient #21 was not entered into the
Emergency Room Log.

Physician A, an MMH ED physician, was
interviewed on 1/14/10 at 3:05 PM, He stated he
was oh duty on 1/05/09. He said the nurse
informed him a patient was in transit by
ambulance to the ED an the marning of 1/05/09.
He said the patient had a history of blood clots.
He stated a patient came by ambulance to the
hospital. Physician A said he was not aware the
patient had come to the hospital and was in the
ambulance bay, He said he did not see the
patient. He said the patient did not receive a
medical screening examination.

Patient #21's wife was interviewed on 1/11/10 at
9:15 AM. She stated she had followed the
ambulance in her car to MMH on the morning of
1/05/10. She stated the ambulance pulled into
the ambulance bay and she walked up to it. She
stated she thought her husband was having a
heart attack. She said a team of people came out
of the hospital and went to the ambulance, She
said a nurse told her it would be guicker for
Patient #21 to receive treatment if he went to the
other hospital. She said hospital staff did not see
or examine the patient. She said Patient #21 was
oriented and capable of making decisions but she
did not think MMH staff spoke with him. She said
she went into the ambulance and informed
Patient #21 of the decision to go to the other
hospital. She stated the physician was not in the
group of people from MMH and she did not speak
with him.

Patient #21 was interviewed on 1/11/10 at 9:30
AM. He stated he had severe chest pain
radiating down his left arm early in the morhing on

A24086
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1/06/10. He said his cardiolpgist practiced at
MMH so he requested the ambulance take him
there. He said the ambulance backed into the
garage at the hospital. He said MiMH staff talked
to his wife and the medics. He said he was not
examined by MMH staff and he was not asked if
he wanted to be seen at the hospital,

The hospital did not conduct an MSE on this
emergent patient.
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